Introduction
Osteoporosis (OP) is a skeletal disorder characterized by low bone quality and strength as a consequence of decreasing bone mineral density. This will lead to increased susceptibility to fractures, especially among the elderly. [1] [2] [3] [4] The optimum peak bone mass during younger age is an important factor that confers the ability to withstand bone resorption that occurs in advanced age. 5 OP is difficult to treat; however, evidence shows that a healthy lifestyle can prevent its development. 6 Hence, OP can be especially slowed or delayed with behavioral risk factor modification such as increasing dietary calcium and vitamin D, exercising suitably, and stopping smoking and alcohol consumption.
The OP health belief plays a central role in OP prevention and behavior management. Osteoporosis Health Belief Scale (OHBS) is developed based on the health belief model (HBM) theory, 9 which proposes that individual prevention behaviors increase, if patients feel susceptible, believe that the occurrence of disease would have a severe impact on their lives, and conclude that preventive measures are beneficial, outweighing any limitations involved in taking action. 10, 11 The major obstacles that were identified in the management of OP included a limited level of awareness and knowledge within the population. 12, 13 Moreover, the self-efficacy building process includes an interaction between emotional states, motivation, and outcome expectancy. 14 Therefore, self-efficacy contributes to motivation by helping people determine their goals, how much effort they expend, how long they persevere in the face of difficulty, and their resilience to failures.
Although knowledge is crucial for healthy life style behaviors, it is not solely enough for changing behavior. [15] [16] [17] [18] Health care professionals can develop and implement a specific educational program according to good understanding of populations' belief and self-efficacy as changing lifestyle and health behaviors at an early age will have a greater impact on the prevalence of OP. [19] [20] [21] [22] Therefore, the aims of this study were to validate the Arabic version of the Osteoporosis Health Belief Scale (OHBS-A) and assess osteoprotective behaviors among the Iraqi population as a first step for future implementation of the OP prevention program.
Methods

Participants and study design
A community-based, cross-sectional study was conducted from November 2016 to February 2017 in Baghdad, Iraq. Baghdad city has two large areas named Al-Karkh (west of the Tigris; four districts) and Al-Rusafa (east of the Tigris; six districts). A random cluster sampling method was used to select three districts from these areas. Then, systematic samples were randomly selected from the community pharmacies where the undergraduate students underwent training in these districts. Equal numbers of participants were recruited from each district. The inclusion criteria for participants were as follows: .18 years, no cognitive impairment, and able to read and write Arabic. A structured interview included collection of the sociodemographic and translated OHBS-A data. Each participant was interviewed individually by the researcher or trained fifth-year undergraduate student after obtaining written and/or verbal informed consent. Owing to differences in extent of education and cultural obstacles, some of the participants refused to sign the consent form, because they considered it impolite behavior given that they had already given verbal consent for participation. Therefore, only verbal informed consent was obtained from them. Approval of study protocol and ethical approval (including verbal informed consent) were obtained from the scientific committee of Al-Rafidain University College, Baghdad, Iraq.
sample size
As per recommendation, at least five subjects per item are needed to evaluate the reliability and validity of a questionnaire. 23 The original OHBS consists of 42 questions; therefore, 210 participants were needed for validation purpose. However, for factor analysis, it is preferable to use 300 subjects. 24 Therefore, doubling the sample size, with an additional 10% as dropout, was considered necessary to overcome reporting error and increase the reliability of results. Moreover, with this number of participants, it would be possible to discriminate between high and low correlations in measuring correlations. 25 While 400 participants were initially found eligible for inclusion, 75 had to be excluded owing to incomplete responses. Therefore, only 325 participants were selected for this study. In all, 25 participants from the sample population were randomly selected for test-retest within 1-2 weeks.
instruments and measurements
All participants completed the structured questionnaires including the OHBS-A. The original OHBS is in the English language and designed to assess health beliefs about developing OP. 9, 26 The OHBS consists of 42 Likerttype scales (1=strongly disagree and 5=strongly agree) and seven subscale items: perceived susceptibility, perceived seriousness, perceived benefits of exercise, perceived benefits of calcium intake, perceived barriers to exercise, perceived barriers to calcium intake, and health motivation. The total possible score ranges from 42 to 210 with each subscale range score from 6 to 30. A cutoff point (169) was used to categorize the OP health belief scores into two levels: low and high OHBS-A. 
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Psychometric properties and assessment of OhBs-A knowledge and self-efficacy of behaviors, respectively. 26, 28 The OKT comprises 24 multiple-choice items regarding risk factors and its prevention. It is divided into two parts: OKT-exercise subscale and OKT-calcium subscale. The possible score range is 0-24, and the highest value indicates the highest level of knowledge score. The OSES is a 12-item scale rated by an individual on a 100-mm visual analog scale to assess the confidence in practicing OP-preventive behaviors. The OSES has two subscales, namely, the exercise and calcium. The range of possible total score is 0-1,200 with each subscale score ranging between 0 and 600.
instrument translation and face validity
The forward-backward-forward translation method was used to translate the questionnaire from English to Arabic according to translation international guidelines including forward translation, reconciliation, reverse translation, and debriefing. [29] [30] [31] The translation process was undertaken by two independent, expert translators in Iraq. Then, an expert panel of eight clinical pharmacists and the researcher reviewed the Arabic version for reconciliation. Subsequently, back translation of the reconciled version was carried out by two different translators. Thereafter, repeated discussions between the translators, expert panel, and the researcher were held to resolve any inconsistencies, and the final version was decided as the face validity process. 32 Finally, a pilot study was conducted by distributing the questionnaire to 30 participants from the same demographic area in Baghdad, and the questionnaire was modified according to their feedback. These 30 participants were excluded from the final study outcome and analysis.
construct validity
Exploratory factor analysis (EFA) was carried out to examine the factor structures of OHBS-A. A principal axis factoring method for extraction with varimax rotations was used for EFA. The criteria for EFA were factor loading .0.40, KaiserMeyer-Olkin (KMO) value .0.5, and significant level of Bartlett's test of sphericity ,0.05. The number of factors to retain was dependent on Kaiser's criterion (eigenvalue $1.0) and theoretical meaning of the rotated factors. 33 reliability Reliability with a minimum acceptable criterion .0.5 was applied to measure the consistency of a measurement item. 34 The internal consistency was evaluated using Cronbach's alpha and corrected item -total correlation values between the scales and their corresponding items (correlation of ,0.20 was considered as poor). Pearson's correlation coefficient was used to evaluate test-retest reliability. 23 
statistical analysis
Predictive analytics software (PASW) version 19 .0 was used to analyze data in this study. The significance level was set at P-value ,0.05. Descriptive statistics, percentages, and frequencies were used as appropriate. The chi-square (χ 2 ) test was used for categorical variables, whereas for continuous data, Mann-Whitney U and Kruskal-Wallis tests were used to evaluate the differences between the groups when required. The statistical analysis of the validation processes included assessing construct validity and reliability (Cronbach's alpha and test-retest). In addition, logistic regression analysis using the backward method was used to identify the factors affecting OHBS-A.
Results
sociodemographic factors
The mean age of the participants was 41.82±12.452 years (range, 18-87 years). Nearly 46% of respondents were male. Approximately 21% of the respondents had educational level ,12 years. Approximately 77% of the respondents were not single (including married, widowed, and divorced), and ~62% had a monthly income of .500,000 Iraqi Dinar (IQD; 1 US dollar is equivalent to 1,250 IQD). By using the recommended scoring method, the scores of mean (M) ± SD of the OHBS-A were 149.95±35.936, which are considered as low scores. Table 1 gives the distribution of the two levels of OP health belief and the demographic data. Only 36.67% of the study population was found to have a high OHBS-A level. The results showed significant difference between the following independent variables in relation to total OHBS-A scores: ever heard about OP, employment status, and marital status. In addition, there were significant association between age and ever heard about OP with OHBS-A belief levels ( Table 1) . Table 2 gives that moderate health belief in all dimensions (less than 77%) with the lowest values appearing in the subscales of barriers (64%).
Validity Face validity
As a result of the extensive translation method and pilot testing, qualitative face validity was guaranteed.
eFA
In this study, a principal axis factoring analysis method was conducted on the 42 items with orthogonal rotation (varimax 
227
Psychometric properties and assessment of OhBs-A Upon examination of the correlation matrices, a majority of the results showed a correlation .0.3. The KMO value was 0.954, which indicated that the data set was appropriate for EFA as it was .0.5. 33 The last measure was the Bartlett's test of sphericity, which was found to be highly significant, χ 2 (861)=10,940.292; P,0.001. These results allowed us to identify a factor model using the EFA approach. 35, 36 In addition, the analysis revealed seven factors with eigenvalues .1, which explained 72.82% of the variance, as given in Table 3 . The entire results showed adequacy for factor analysis and seven domain (subscales) variables.
reliability
For reliability testing, the Cronbach's alpha test of internal consistency was 0.962 for the 42 items in OHBS-A, which was within the recommended acceptable result for reliability. 34 The test-retest reliability of 42 items in OHBS-A indicated an excellent reliability and stability of the instrument with Pearson's correlation coefficient (r=0.869, P,0.001). An initial Cronbach's alpha result for the OHBS-A test-retest group was 0.854, and after 1-2 weeks, it was 0.687. These results demonstrated that OHBS-A was reliable and stable. The corrected item -total correlation values, which were the reliability index values, ranged from 0.278 to 0.757 (Table 4 ). All items appeared suitable for retention depending on the meaningfulness of the items. 23 
Multivariate and correlation analyses
Correlations were performed to determine the relationship between OKT-A and OSES-A subscales with total OHBS-A and its subscales (Table 5) . Both OKT-A exercise and calcium intake subscales were positively correlated with all OHBS-A subscales. OSES-A exercise and calcium intake subscales were positively correlated with the perceived susceptibility, perceived barriers to exercise, and perceived barriers to calcium intake. In addition, the total OHBS-A score was correlated with total OKT-A (r=0.409) and total OSES-A (r=0.238; all P,0.01). Moreover, total OKT-A score was positively correlated with the perceived susceptibility (r=0.312) and perceived seriousness (r=0.306; all P,0.01). However, total OSES-A score was positively correlated with the perceived susceptibility only (r=0.167, P,0.01). The binary logistic regression revealed that OKT-A (categorical), OSES-A (categorical), and age (categorical) were predictors for OHBS-A levels (Table 6 ), and the model explains ~68% of the dependent variable.
Discussion
The most important role of any health care professional is to educate patients or the general population at risk regarding ways to improve their healthy behavior. Moreover, before any educational program is to be implemented, knowledge, health belief, and self-efficacy must be assessed so that the program could be tailored according to the population's needs. Therefore, to evaluate these educational efforts, valid and reliable scales must be available. This study showed that the OHBS-A tool in conjunction with OKT-A and OSES-A can be successfully implemented to assess osteoprotective behaviors among the general population and used in clinical settings as well.
The face validity was carefully reviewed and revised by a panel of eight experts in the field of pharmacy. The EFA of the OHBS-A has a stable factor structure with seven domains related to health belief subscales that accounted for 72.82% of the variance, which was higher than that of other studies. 9, 37 The reliability of the OHBS-A, which is the consistency of a measurement item, was excellent with overall Cronbach's alpha being 0.962. This value was higher than the original developed OHBS but comparable to that of Malaysian and Persian studies. 9, 27, 37 This difference was likely because of differences in the population setting. The test-retest reliability showed good results that could be used This study showed low total scores for health belief. This result was comparable to other studies. 21, 38, 39 After controlling OKT-A (two groups, means high and low knowledge), both age groups with low knowledge score were highly affected by the belief score toward OP, and the age group $45 years had lower belief score. This is an important result as it showed 
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Psychometric properties and assessment of OhBs-A that any educational program should be highly focused on a high-risk group. Nayak et al 40 showed that health belief was higher in younger than older age groups. However, any program should take into account both age groups and genders. The above result was consistent with the significant difference between OHBS-A score and awareness of the sample population regarding OP (93% heard about OP). An Iranian study showed that the awareness and health belief were significantly different with respect to preventive behaviors. 41 The results showed moderate perceived susceptibility and seriousness for OP. In addition, there were positive correlations between perceived susceptibility and OKT-A and OSES-A total scores, while perceived seriousness was positively correlated with the OKT-A total score. These are important results given that the participants consider themselves susceptible, and it is a serious matter to get OP. Moreover, enhancing OP knowledge of participants will increase their belief toward susceptibility and seriousness of the disease and consequently enhance the changes in the prevention behavior toward the disease.
42,43
The OKT-A and OSES-A exercise subscales were positively correlated to the perceived benefit of exercise. Therefore, more attention should be paid to that population and an educational program focusing on the benefit of exercise should be implemented to increase their awareness regarding exercise. The benefits of regular exercise are that it not only increases bone strength but also improves mood and physiological function, reduces the frequency of disease, and increases the quality of life. [44] [45] [46] [47] [48] Moreover, perceived benefit of calcium showed same correlation with OKT-A and OSES-A calcium subscales. The calcium-rich foods not only improve bone health but also improve weight lost, decrease the incidence of metabolic syndrome, and decrease blood pressure. [49] [50] [51] [52] [53] Furthermore, the OKT-A and OSES-A exercise and calcium subscales were positively correlated to the perceived barriers of exercise and calcium, respectively. These results revealed that more barriers were encountering the participants to be engaged in OP-preventive behaviors, although they were more aware about OP. The data showed insignificant differences between demographic data and barrier scales (results not shown). These results may be owing to the culture point of view and could be explained as follows: the highest frequencies (agree and strongly agree) were observed in exercise barrier questions "You feel like you are not strong enough to exercise regularly" and "You have no place where you can exercise". These revealed higher perceived difficulties, and the respondents did not know how to cope with these barriers. In Iraq, there are no free public gym centers and running in the streets is not acceptable culturally, and women engaging in outdoor exercises are not culturally acceptable also. Another study showed that inconvenience, cost, and time were the barriers responsible for not engaging in exercise. 54 For calcium barrier subscale, the highest frequencies (agree and strongly agree) were observed for "Calcium rich foods cost too much" (54%) and "You do not like calcium rich foods" (47%), while that for the question "Calcium rich foods have too much cholesterol," it was 41.6%. This implies that the educational program should focus on increasing the participants' knowledge regarding healthy calcium food intake and inexpensive alternatives. Similar results regarding calcium and exercise barriers were reported. 19 In addition, the participants should know that there was no association between dairy products and metabolic disorders. 53, 55, 56 Besides that, educators must emphasize on adequate calcium intake during adolescent age, when the peak bone density develops. 57 Moreover, the results showed that the sample population still showed high perceived benefit to exercise and calcium belief percentage than the barrier, which is consistent with a previous report. 58 Regarding health motivation scale, the respondents showed an excellent belief percentage with a positive correlation with knowledge subscales. This revealed that the respondents were highly motivated to engage in healthy behaviors and were concerned about learning the health issue and how to cope with it. Similar results of high health motivation subscale were reported. 19 
study limitation
As with other cross-sectional studies, the results cannot be generalized for the entire population. However, the full and comprehensive translation and validation with a good sample size would improve the impact of this study.
Conclusion
Given the cultural obstacles, an educational program for both genders and all age groups is an urgent issue and must be tailored according to cultural needs. Thus, knowledge, health belief, and finely engaging in healthy behaviors are warranted.
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